BACKGROUND: Cutaneous squamous cell carcinoma (SCC) is the second most common malignancy of skin. Although a major risk factor is a chronic exposure to ultraviolet radiation, preexistent chronic inflammatory disorders may also possess an increased risk for SCC. That is not the case for cutaneous lichen planus in contrast to oral lichen planus and oral SCC.
Introduction
Cutaneous squamous cell carcinoma is the second most common malignancy of skin. Chronic exposure to ultraviolet radiation (UVR) is the most important environmental factor. Fair skin complexion, immunosuppression, exposure to arsenic compounds are also contributing factors [1] .
Major risk factors for relapse and metastasis are a Breslow thickness > 6 mm (Relative risk-RR, 7.13) and perineural invasion (RR, 4.30), while a diameter > 20 mm (RR, 3.22) bears the highest risk for metastasis [2] . SCC can develop as a consequence of chronic inflammatory skin lesions such as in chronic discoid lupus erythematosus [3] , hidradenitis suppurativa/ acne inversa [4] , chronic leg ulcers [5] , erythema ab igne [6] , or recessive dystrophic epidermolysis bullosa [7] , and lichen planus [8] .
Lichen planus is a chronic inflammatory T-cell disorder of the skin and mucous membranes. Oral lichen planus is considered a facultative precancerous lesion for oral SCC. Ulcerations, tongue site, and female gender are risk factors for a malignant transformation of oral lichen planus into SCC. The overall transformation rate has been estimated in one study as high as 1.4% [8] . On the contrary, a metaanalysis for cutaneous lichen planus came to the conclusion that there is no increased risk for cutaneous SCC [9] .
Case Report
An 87-year-old female patient from a nursery presented with a malodorous verrucous tumour on her left leg. She had a medical history of a complicated https://www.id-press.eu/mjms/index lower leg fracture 30 years ago. She had no weight loss or fever but reported a local pain. Lymph node ultrasound demonstrated several suspicious enlarged nodes in the left groin with up to 42 mm in diameter. X-ray of the left lower suggested old posttraumatic lesions with inhomogenous spongiosa of the distal third of the tibia bone. Chronic osteomyelitis could be ruled out for sure. A bony infiltration of the tumour was possible.
Computerised tomography of the trunk excluded a metastatic spread. Enlarged lymph nodes in the groins were considered to be reactive only.
Figure 4: Histology of lichen planus with sawtooth-like epidermis, hyperkeratosis and hypergranulosis associated
Laboratory findings: Leucocytosis of 24 Gpt/L (normal range 4 to 10), stable hypochromic microcytic anaemia of with a haemoglobin level of 6 mmol/L (normal range 8.4 to 10.9), lactate dehydrogenase was normal.
The final diagnosis was SCC (pT3 cNX cM0 G1) on verrucous lichen planus.
The case was brought to the interdisciplinary tumour board. Radiotherapy was not considered to be curative, and chemotherapy was hardly tolerable by the elderly patient. Vascular and orthopaedic surgeons suggested a major amputation of the left leg, but the patient disagreed. We performed palliative therapy and good ulcer care.
Two weeks later, she developed fever, hypotonia, tachycardia and fatigue. Her procalcitonin level was 37 ng/mL. A venous blood culture identified the anaerobic germ Bacteroides fragilis. Laboratory findings disclosed leukocytosis of 24.7 Gpt/L, anaemia 5.30 mmol/L, thrombocytosis of 517 Tpt/L, and a Creactive protein of 60.9 mg/L. She was treated in the emergency department for sepsis. Three days later, a transfemoral amputation was necessary. Histological analysis revealed a verrucous SCC, R0 resection, and a verrucous lichen planus. After surgery, the patient rejected lymph node removal, radio or chemotherapy. Final tumour diagnosis was verrucous SCC pT3 NX G1 R0. The patient could be released into her nursery.
Discussion
In contrast to oral lichen planus, development of an SCC on cutaneous lichen planus is rare. The incidence of SCC in lichen planus has been estimated between 0.4% [9] and 1.74% [10] .
In the meta-analysis of Sigurgeirsson and Lindelöf (1991) 36 reports of SCC associated with lichen planus were analysed among 2071 lichen planus patients [10] . In 2011, Friedl et al. reported on three patients who developed an SCC on chronic lichen planus of the lower leg and analysed another 24 cases within five years [11] . Five more cases have been reported since then in the international literature, mostly on lower legs and in association with hypertrophic or verrucous lichen planus [12] , [13] , [14] , [15] , [16] . We identified another two cases between published 2003 and 2007 [17] , [18] . This translates into only 72 cases, including the present one.
During the process of malignant transformation, keratinocytes lose the production of CJun, part of the AP-1 transcription factor complex for the regulation of cell proliferation, differentiation and transformation [19] . The late epidermal differentiation marker K2e, a polypeptide of 70 kd, becomes diminished in cutaneous SCC [20] .
Cutaneous lichen planus, however, does not possess an increased risk for SCC [10] . These cases of concomitant lichen planus and SCC are extremely rare.
